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HISTORICAL BACKGROUND 


The A.P.S. was established by the Hamilton District Health 
Council in 1971 on the advice of the then newly formed Extended Care 
Committee. The project was funded in April of that year by the 
Ontario Ministry of Health and commenced operation in September 1971. 


Oné of the concerns of the Health Council has been the 
promotion of optimal utilization of the services for the disabled 
and chronically ill. The Extended Care Committee was formed to 
study the needs of this group and the services available. The result 
of their discussions was the recommendation that a coordinating body 
be formed to obtain the medical, social and nursing evaluations of 
the disabled and chronically ill and make recommendations of the 
appropriate programs or levels of care for the development of the 
individual's assets and potential. 


ine Health Council appointed @ médical consultant and two 
members of the health professions to provide the coordinating 
evaluation function; a part-time administrator and secretarial staff; 
and 42 data analyst to maintain statistics for the evaluation of the 
service's efficacy and the provision of an information base for 
future planning in the health needs of the disabled. 


ASSESSMENT FORM 


Prior to commencement of operation an Assessment tool was 
developed to provide the necessary information for appropriate 
recommendation. Broadly, this information falls into three 
categories: 


(a) demographic (age, sex, marital status, next-of-kin, 
education, employment and cultural background, present 
location and level of income) 


(>) medical (diagnosis, prognosis, treatment, level of 
cognitive function, emotional status) 


(c) funetional capacity (degree of ability to walk, talk, 
see, hear, comprehend, dress, bathe, undertake personal 
care and household care.) 


The demographic and functional capacity data is provided by a 
social worker-nurse team for the hospitalized applicant and by the 
Publie Health, Victorian Order or St. Elizabeth Nurse for those 
applicants at home. The medical information is provided by the 
applicant's personal physician. 


RECOMMENDATIONS 


Recommendations are made on the basis of the information 
provided by the Health Care team with additional input as indicated 
and with an intimate knowledge of the available facilities and 
programs. 


Recommendations include appropriate level of care, and/or 
programs of rehabilitation or recreation, and programs whereby the 
disabled person may be assisted toward a meaningful role in society. 


REFERRAL PROCESS 


Referrals are made by health professionals in the community 
or health care institutions and/or members of the community, and 
may be aS simple as a telephone call asking for the process to be 
set in movion, 


MEDICAL CONSULTANT’S REPORT 


=i. os Bayne. M.D. PROC. UC). FA. OeP. = 


The increasing numbers of persons over age 65 in the Canadian 
population is well known. -This group utilizes health care services 
Very extensively. Im addition, the older the person is, the more 
likely is he or she to need a longer time to recover, to need a 
special program to promote recovery or to need ongoing treatment or 
‘care. The numbers of acute care general hospital beds are being 
reduced in Ontario im accordance with guidelines of the Ministry of 
Heaton, There are. thererore, several reasons for increasing the 
availability of beds for longer term hospital care and services. 
These may De provided an chronie care hospitals or chronic care units 
in general hospitals. It is essential to recognize the special needs 
of this group and to ensure that the policies and practices of these 
units are appropriate to those needs. An important smaller group 
WOM SO neve Weed, of Sspecitze lone verm vreatment aré those of 
younger age. Too often their special needs are ignored and they are 
accommodated among the elderly without distinction. 
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The increasing numbers of persons needing long term (Type 3, 
Ministry of Health) hospital care has been noted by A.P.S. in past 
years and continues. The number of chronic hospital type beds that 
would be meeded by this year according to Ministry of Health 
projections is similar to the number of persons now waiting for such 
accommodation and known to A.P.S. However, with the detailed 
information available through A.P.S. it has been possible to identify 
wie eharacwherleties Of persons in this group accurately and from that 
to identify the kinds of services they require. 


Ae he Fequest Gt the Joint Action Committee of the Hamilton 
Wentworth District Health Council, an Institutional Chronic Care 
Task Force (1.C.C.T.F.) was set up, and after review of available data 
Council was advised to support a proposal for the development of the 
required beds in two local general hospitals. The Minister of Health 
has approved this proposal subject to agreement on the staging and 
loeation of these beds. The Joint Action Committee also agreed to 
the formation of a professional advisory committee consisting of the 
physicians and professionals responsible for policy and direction in 
the chronic care system. This committee has responsibility for 
ensuring that the assessment and placement process is appropriavely 
carried out and that the chronic care units develop policies and 
programs appropriate to the needs identified. The committee is 
expected to review utilization experience and to advise Council and 
take corrective action to ensure that the system is just and 
equitable, and that the special needs of individuals are given 
careful consideration. As new chronic care units come into existence 
in several different locations and in several general hospitals, the 
importance of this role will be increasingly evident. 


To assist practising professionals and administrators to 
understand the different needs of persons requiring long term support 
or placement, categories are being established based on specific 
needs. Thus a number of persons may all have certain characteristics 
that distinguish them from others who lack those characteristics, and 
these characteristics may be closely related to specific required 
services. Categories not only enable the professionals who would be 
receiving a patient to understand the specific needs and to know if 
those needs can be met in that location, but also enable those 
requesting services and placement for patients to identify and 
describe the person's needs and characteristics in understandable 
terms. Categories also enable health planners to perceive the use 
of existing services, the deficiencies and lacks and the kinds and 
numbers of additional resources required. While the initial focus 
is on persons needing care in the chronic hospital type of facility, 
and the categories are being established to help identify specific 
care needs within that type, it is expected that in the future this 
approach will be broadened to include persons needing all types of 
long term care whether at home or in various residential or care 
facilities. 


A.P.S. has provided a system for enabling professionals to 
identify and describe persons needs for long term care of all types 
and has facilitated them finding the appropriate resources. This 
coordinative or supportive role will continue and will provide the 
planning and placement support to the professional advisory committee. 
This committee will therefore have the necessary information, 
assistance and support to enable it to ensure that all persons 
needing long term care gain access to appropriate services, that the 
services respond appropriately and are utilized appropriately, and 
that deficiencies or gaps in services are identified and remedied. 


ADMINISTRATOR’S REPORT 


Joyce Caygill 


The Material in this Report relates to the fiscal year April 1, 
1979 to Maren 31, 1960: 


ihe numeers of persons reirerred to A.P.S., their marital and 
health status, and their care needs have changed little since the 
previous Report, although we are beginning to see a need for specific 
programs for young adults who are both severely physically disabled 
and severely mentally retarded. These persons will present a small, 
but significant group in the next Report. In addition, we are seeing 
a steady, but small number of persons who can legitimately be classed 
as requiring Type 3 (Chronic) care but who require a greater quantity 
of care than is normally provided in a chronic care unit. We are 
using the term "Life support" for these patients at this time. 


Later in the Report mention will be made of 219 persons who were 
found to be both confused and ambulant, many of whom require care at 
the Type 2 level. Apart from some Homes for the Aged, specific 
programs for the care of these persons have not been developed. 


Dr. Bayne has referred to the increasing numbers of older persons 
in our society. Page 14 shows that 78% of persons in the study 
group were aged 70 and over; 48% were 80 and over; 10% were 90 and 
over; 2% were 95 and over and nine persons were over 100 when referred. 


The study group was selected on the following criteria: 


= Parte 2% B ot the ALP.S: referral form had been completed by 
the attending health professionals. 


- the care needs identified by attending health professionals 
had been "matched" with care provided in various programs and 
a recommendation of the appropriate program had been made and 
recorded by A.P.5. 


~ either placement, death or refusal of placement or change of 
Concerto MaGmOcecumred tO Close Ghe case. 


1762 cases fulfilled these criteria and were used for the 
majority of the information in the Report. 


During the year, considerable dialogue with users resulted im che 
revision of the A.P.S. Referral Form. The new form, APS 4/80, will go 
ance use on April 1, 1900. 


ADVISORY SERVICE 


REFERRALS 


In 1979-80 we were involved with 2652 cases, 2114 of which were 
referred during the 12 month period and 536 which were transferred, 
unplaced, from the 1978-79 waiting list. 660 cases were still 
unplaced at year end and were transferred to the 1980-81 waiting list 
on April 1, 1980. Before a recommendation could be made, 333 persons 
decided not to pursue placement; 345 died before placement. 


WAITING LISTS 


The trend mentioned in the previous Report toward a greater 
number of persons waiting at home than in hospitals has continued. At 
no time during this 12 month period has the number in hospital exceeded 
those at home. The Chronic Home Care caseload has continued to 
increase during this period and, although we have no supporting data, 
we believe the change in waiting location to be attributable to the 
Chronic Home Care Program. Program coordinators in each hospital 
identify those persons who could be cared for at home and therefore 
it is seldom that A.P.S. has to make recommendations to Home Care for 
hospital based clients. 21 primary and 3/7 secondary recommendations 
were made for Home Care, and 27 patients whose primary recommendation 
was for institutional placement decided to stay at home with home care 
and refused institutional placement. Our statistics for the previous 
year showed 28 persons in this category stayed at home with Home Care. 


Once more we have seen the waiting lists increase; the average 
number awaiting placement was 672 (1978-79 -- 643.) Peak month was 
November with 750, the lowest April with 533. Average number of 
placements per month was 74. 


GTS High - July Low - March 
1976 - December = uly 
LOT - December - July 
1978-79 - October - March 
1979-80 - November = Aprid 


Sample month: November 1979. Location of persons awaiting admission 


to a program were as follows: 


In acute care hospitals awaiting admission to: 


Nursing Homes 
Chronic Hospitals 
Homes for the Aged 
Rehabilitarion Unies 


Day Centres 


Services in the community 


At home (or in non-acute facilities) awaiting admission to: 


Nursing Homes 
Chronic Hospitals 
Homes for the Aged 
Rehabilitation Units 


Day Centres 


Services in the community 


TOTAL 


119 
98 
28 


Z 


a) 


254 


TYPES OF CARE REQUIRED 


We have reported for the past three years on the continuing need 
for appropriate institutional programs for the young, and the confused, 
ambulant, elderly. The table on page 14 shows the ages of those 
persons whose cases were closed in 1979-80. 


Table on page 15 shows the assessing health proiessionals records 
of ambulation and memory. A.P.S. usually considers a person confused, 
ambulant if confusion is recorded at level 4 or 5 (marked confusion, 
no recall) and ambulation is recorded at levels 1 to 3 (fully 
ambulant, ambulant with cane, independent with wheelchair) on the A.P.S. 
Referral Form. Simple calculation shows that 219 persons were in this 
grouping. 


64% of all of the 1762 cases used for this report had a diagnosis 
of some form of cerebral dysfunction (see p.13 ). 


214 had frequent or total bowel incontinence and 389 frequent 
or total bladder incontinence. 403 persons had limited or no vision, 
14 of whom were totally blind. 323 had partial or no hearing, 47 of 
whom were considered deaf or very deaf. 


44 could not speak or understand English. (2.5%) 


PLACEMENTS 


Of the 1762 cases in the study group, 369 refused placement when 
it became available, 891 were placed, 210 underwent a change of 
condition necessitating a change in recommendation and 292 died before 
placement (also included in earlier figure under "Referrals") 335 of 
the total placements were to nursing homes; 205 to chronic hospitals 
or units. 24 of the chronic care placements were short term of 4 
weeks or less and 7 were to facilities outside the Hamilton/Burlington 
areas. 117 persons were admitted to Homes for the Aged, 35 of them 
into Type 2 care (bed or special care). 2 were short term vacation 
placements of 4 weeks or less. 79 persons were accepted into day 
therapy/activity programs. 


CLIENT SATISFACTION 


A.P.S. conducts a follow up by mail and/or telephone four to six 
weeks following placement. Of the 891 persons placed in 1979-80, 698 
responded as follows: 


Client/family satisfied Yes: 666 No: 32 
Facility satisfied with client Yes: 689 No: 9 
A.P, Sy Counsellor satisfied Yes: 672 No: 25 (missing:1) 


"No" responses are checked immediately by A.P.S. to determine the 
cause for dissatisfaction and to ascertain whether or not changes can 
be effected. 
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LOCATION AT TIME OF REFERRAL 


Location 


Joseph Brant Hospital ieee 


*Chedoke Division 97 
Henderson Hospital 188 


Hamilton General Hospital 127 


St. Joseph's Hospital Ls 


*McMaster Division Ta 


St. Peter's Hospital 33 


Hamilton Psychiatric Hospital 


i 
=a 


**H-W. B. Community 


Other HW. Be teed laches 


i 
=| 


= 


Facilities other than H-W. B. Areas 


| Community other than H-W. B. 


(eo) 
we) 
ine) 


10) 
— — ine) 


Outside Ontario 


Missing data 


*Locations of Chedoke-McMaster Hospital (Chedoke 
Hospitals and McMaster University Medical Centre 
amalgamation, 1979) 


*®H-W. B. = Hamilton-Wentworth Region and Burlington 


ya 


PLACEMENT 


Number of places required Number placed 


Hamilton Chronic 
bnetlatinysan@ia Clareeraake 
Outside 


Vacation 


Nursing Home le outside H.W-B 
33. Burlington 


Home for Aged 
Normal 
Special 
Bed 
Couples 
Vacation 


9 outside H.W-B 


Lodging Home 
*Home Care 

Day Centres 
Rehabilitation 


H-W 
Burlington 


Other 


TOTAL 1762 891 


*This represents only the number referred by A.P.S. to Home 
Care and does not include those assigned to Home Care prior 
to discharge from hospital. 
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TEN MOST FREQUENTLY LISTED DIAGNOSES 


Number of Diagnoses recorded 4519 
Average number of diagnoses per referral 24 56 
N = 1762 


Diagnosis Absolute Percentage 
frequency of 2519 


Cerebral thrombosis 


Presenile & senile dementia 
& "senility" undefined 


Generalized ischemic 
cerebrovascular disease 


Osteoarthritis and 
alized conditions 


Chronic ischemic 
heart disease 


Essential benign 
hypertension 


Psychosis associated with 
other cerebral conditions 


pympuomarie heart disease 


Arteriosclerosis 
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AGE AT TIME OF REFERRAL 


1979-80 1978-79 1OTT 


pe 
ON 


pe) 
S 


On 
| 


on 

O 
1 
ony 
Mere 

Ww HP = 

ae 10 # OW iH = 

Co W © EO mv HY ON 


65 - 69 

FO. ser yy 

75 - 79 230 
OO! = Oh 

G5. = 89 295 
90 - 9h 

95 - 99 

LOO = ox 


Missing data: 


a 
t= {No 
© \O 
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FIVE YEAR COMPARISON OF WAITING LISTS FOR 
THE MONTH OF NOVEMBER 


In hospitals awaiting placement (includes nursing home ) 


1975 1976 1977 1978 1979 
ee 
cs 
a ee 
cn 
eee ee i 
Se 


In the community awaiting placement 


1075 1976 1977 1978 1979 
130 108 140 186 


Total awaiting placement 397 579 613 678 150 


OPERATING EXPENSES 


Year end - *March 31/79 *March 31/80 
Salaries ** 102,966 102.39 
Employee benefits 1a7eo 9,883 
Space costs & services IL A220) IL ZO 

Advertising (staff) 104 =z 

Insurance Bil el 
Business Machine Expense 26 175 
Postage Le3 i056 
Office supplies 5 TOD 4,069 
Telephone Zeek 2,919 
Travel 14255 ISS (E 
Data processing Tae) Mee) 220 
Staff training Dif Se 
Equipment == 12503 

— oes le 

ce ee Le a ce ee ne ee a ee eee 
Audie =** 500 300 
141,060 1505983 


* figures prior to audit 
** includes accrued staff benefits for vacation & sick leave 


*¥*¥*¥ estimated audit fee 


ie 


TYPES OF CARE 


(extract: PatTfent Care Classification by Types ocr Ware. 
Ontario Ministry of Health publication #75-2222 8/75, pp3-4) 


TYPE 1 (RESIDENTIAL CARE) 


Care required by a person who is ambulant and/or independent- 
ly mobile, who has decreased physical and/or mental faculties, 
and who requires primarily supervision and/or assistance 

with activities of daily living and provision for meeting 
psycho-social needs through social and recreational services. 
The period of time during which care is required is indeter- 
minate and related to the individual condition. 


TYPE 2 (EXTENDED HEALTH CARE) 


Care required by a person with a relatively stabilized 
(physical or méntal) chronic disease or functional disability, 
who having reached the apparent limit of his recovery, is not 
likely to change in the near future, who has relatively little 
need for the diagnostic and therapeutic services of a hospital 
but who requires availability of personal care on a continuing 
24 hour basis, with medical and professional nursing super- 
vision and provision for meeting psycho-social needs. The 
period of time during which care is required is unpredictable 
bUE usually cOonsISts. Of a4 Matter of months er years, 


TYPE 3 (CHRONIC) 


Care required by a person who is chronically ill and/or has 
a functional disability (physical or mental) whose acute 
phase of illness is over, whose vital processes may or may 
not be stable, whose potential for rehabilitation may be 
limited, and who requires a range of therapeutic services, 
medical management and skilled nursing care plus provision 
for meeting psycho-social needs. The period of time during 
which care is required is unpredictable but usually consists 
Of a@ Matter Of months. or years. 


TYPE 4 (SPECIAL REHABILITATIVE CARE) 


Care required by a person with relatively stable disability 
Such as congenital defect, post-traumatic deficits of the 
disabling sequelae of disease, which is unlikely to be 
resolved through convalescence or the normal healing process, 
who requires a specialized rehabilitative program to restore 
or improve functional ability. Adaptation to this impairment 
is an important part of the rehabilitation process. Emotional 
problems may be present and may require psychiatric treatment 
along with physical restoration. The intensity and duration 
of this TYPE OF CARE as dependent on the nature of the d1s- 
ability and the patient's progress, but maximum benefits 
usually can be expected within a period of several months. 
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TYPE 5 (ACUTE) 
Care required by a person: 


a) who presents a need for investigation, diagnosis or for 
definition of treatment requirements for a known, an un- 
known, or potentially serious condition; and/or 


Dy WhO 1S CYitically, acutely or seriously 111 (reqardless 
of diagnosis) and whose vital processes may be in a pre- 
carious or unstable state; and/or 


c) who is in the immediate recovery phase or who is conval- 
escing following an accident, illness or injury and who 
requires a planned and controlled therapeutic and educa- 
tional program of comparatively short duration. 


TERMINOLOGY IN COMMON USE IN ONTARIO 


TYPES 1 CARE 
Where provided 


Homes for the Aged 

Charitable Institutions 

Nursing homes 

Foster homes 

Group homes 

Boarding homes 

Homes for special care (residential care) 
Children’ Ss insti tutions 

Homes for unmarried mothers 


Terminology 


Domiciliary care 
Ambulant care 
Normal care 
Residential care 
"Intermediate care" in nursing homes 
Community (social) support programs 
(mental ) 
- day care 
- sheltered workshops 
- supervised recreation 


TYPE 2 CARE 

Where provided 
Homes for the Aged 
Nursing homes 


Homes for special care (nursing homes) 
Children's institutions 
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Termtnology 


Extended health care 
Extended care 
Homes for special care programs 


TYPE 3 CARE 
Where provtded 


Chronic hospitals 

Chronic care units wn general hospitals 

Nursing homes approved for chronic care 

Geriatric units in psychiatric hospitals 

Special facilities (schedule II) for mentally retarded with 
physical handicap 

Chi tdren Ss institacions 


Terminology 
Chromic ‘care 
Care-of “the -cnronically ali 
Chronive whospitaile care 
Psycho-geriatric units (psychiatric hospital) 
TYPE 4 CARE 
Where provided 
Regional rehabilitation centres 
Termtnology 
Special rehabilitation care 
Rehabilitation 
TYPE 5 CARE 
Where provtded 
Public hospitals 
Private hospitals 
(G.H.P.U.) psychiatric units of general hospitals 
Provincial psychiatric hospitals 
Private psychiatric hospitals 
Community psychiatric hospitals 
Children's mental health centres 
Terminology 
Acute care 


Active treatment 
Psychiatric care (short and medium term) 
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NOTES 


Data was accessed using the Statistical Package for the Social 
Sciences (SPSS) software package on the HP 3000 of McMaster 
Division. 


Codes include: 


Diagnosis ICDA ~ 8 (International Class- 
ification of Diseases adapted 
for American use) 


Medication Non-medical use of Drug Study 
coding system (L. Gerson et al) 


Location by facrlity Ministry of Health 
Ministry Information System 
Division 
Data Development & Evaluation 
Branch 
Master Numbering System 


Location by area Ontario Postal Region Code 

Physician Medical Directory of the College 
of Physicians and Surgeons of 
Ontario 


Mailing address for the Assessment & Placement Service: 
Box 2085, Hamilton, Ontario L8N 3R5 


Telephone: 385-5361 


22 


HAMILTON PUBLIC LIBRARY 


wu 


